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Supplementary Methods 1: Estimating the impact of the community mobilisation intervention at scale
We estimated the impact of the community mobilisation intervention if it was rolled out to the whole population of Bangladesh (both rural and urban). The impact was estimated in terms of number of cases of type 2 diabetes and intermediate hyperglycaemia prevented. For estimating the impact at scale, we needed risk ratios (RRs) for the intervention and incidence of diabetes and intermediate hyperglycaemia in Bangladesh.
Risk ratios
We used RR of the intervention for combined type 2 diabetes and intermediate hyperglycaemia (RR 0.61) . Also, as a lower bound estimate, we assumed a 30% loss of effectiveness at scale (RR 0.73).
Incidence of diabetes and intermediate hyperglycaemia
We obtained the incidence rate for diabetes from the 2016 Global Burden Diseases study (http://ghdx.healthdata.org/gbd-2016). We assumed a similar incidence rate for intermediate hyperglycaemia.
Saving in health-care costs
We estimated the health-care costs saved by scaling up the intervention at national level, using the impact results at scale. For estimating the saving in health-care costs, we needed average (unit) cost of seeking care for people with type 2 diabetes and intermediate hyperglycaemia. For type 2 diabetes, we used average cost of seeking care (around INT$638, including both direct medical and direct non-medical [such as transportation] costs) from our end-of-study survey; for intermediate hyperglycaemia, we used an assumption of 80% of type 2 diabetes costs, based on the study by Roberts and colleagues. 1 We calculated a weighted average unit cost using average costs for type 2 diabetes and intermediate hyperglycaemia and number of type 2 diabetes and hyperglycaemia cases prevented by the intervention. Our estimation of health-care costs saved is very conservative, as we have not included productivity loss. Moreover, average cost of seeking care for diabetes in our study is lower than other published studies in Bangladesh, 2,3 which reported an average cost of around INT$1148.
The results for both impact of the intervention at scale and health-care costs saved are presented in Supplementary Tables 7 and 8 .
Supplementary Methods 2: Estimating the number of DALYs averted by PLA intervention
We calculated DALYs averted using the Global Burden of Disease (GBD) study approach. 4, 5 DALY is the sum of years of life lost due to premature death (YLLs) and years lived with disability (YLDs). As per the GBD approach, we used the normative standard life expectancy of 86 years. YLL saved was calculated using the following formula:
YLL saved = number of premature deaths averted by PLA*life expectancy at the age of death
We calculated the number of premature deaths averted by multiplying number of cases of diabetes and intermediate hyperglycaemia averted by PLA and death rates among these groups. Death rates for diabetes and intermediate hyperglycaemia were assumed to be twice as high as the death rate among individuals without diabetes. 6 We obtained the death rate for different age groups from the Bangladesh Life-Tables. 7 The average age of individuals with diagnosed diabetes in our end-of-study survey sample was 52.6 years, and we used this as the assumed average age of onset (or diagnosis) of diabetes in our study population. Using these assumptions and considering the Bangladeshi life expectancy at birth of 73 years, 8 we calculated the total number of premature deaths averted by PLA (Supplementary Table 9 ).
To calculate life expectancy at the age of death, we deducted standard life expectancy of 86 from the estimated age of death for each age group (Supplementary Table 9 ).
YLD saved was calculate as follows: YLD = number of diabetes and intermediate hyperglycaemia averted by PLA*duration until death *disability weight Duration until death was calculated for each age group by deducting age at onset of diabetes from estimated age of death for each age group. We used the GBD 2016 disability weight for uncomplicated diabetes (0.049) 9 for our calculation.
Using the approach explained above, total DALYs averted was estimated to be approximately 6800 (YLL=4300 plus YLD=2500). As a next step, we discounted the total number of DALYs averted at 3%, as recommended by WHO-CHOICE 10 and the Gates/iDSI Reference Case for Economic Evaluation. The number of DALYs averted will vary depending on life expectancy used (local life expectancy vs standard life expectancy of 86 years) and the discount rate. We plan to assess these changes as well as other uncertain parameters in future work. Challenge incorrect beliefs/misconceptions about diabetes, including perceived lack of control over one's health.
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Build on knowledge and opportunities to improve health identified in formative research. Shaping knowledge; information about health consequences; modelling behaviour.
Care seeking
Inform on where to seek blood glucose testing, advice and care for diabetes.
Inform on the importance of care seeking and medication adherence when prescribed.
Challenge fatalism and mis-conceptions about the potential to prevent and control diabetes.
Shaping knowledge; information about health consequences; modelling behaviour; encouraging social support.
Diet
Provide basic information on healthy diets and dietary considerations for people with diabetes.
Build on existing concepts of healthy and unhealthy food.
Provide information on local resources for more information and for health food.
Offer potential strategies for individuals and households to eat more healthily.
Shaping knowledge; information about health consequences; modelling behaviour; balancing pros and cons of a healthy diet; encouraging social support.
Physical activity
Inform of the role of physical activity in preventing and controlling diabetes.
Challenge mis-conceptions about who should be physically active and address perceived barriers to increasing physical activity.
Reinforce existing positive perceptions of physical activity.
Offer potential strategies for individuals and groups to increase physical activity.
Shaping knowledge; information about consequences; modelling behaviour; balancing pros and cons of physical activity; goal setting; repetition/habit formation; encouraging social support.
Smoking & tobacco use
Inform of the harmful effects of tobacco consumption on health.
Address issues of addiction and the challenges of quitting.
Provide advice on methods to quit.
Shaping knowledge; information about health consequences; goal setting; modelling behaviour; balancing pros and cons of quitting smoking.
Stress
Inform on the health consequences of stress, particularly in relation to diabetes.
Provide advice on methods of coping with stress.
Encourage emotional support of friends and relatives.
Shaping knowledge; information about health consequences; modelling behaviour; encouraging social support. Data on education, literacy, marital status, religion, occupation, and wealth only gathered from survey participants (n= 11,383). Missing education data for 2 participants (1 community arm, 1 control arm), missing occupation data for 1 participant in community arm, and missing religion for 1 participant in control arm. 
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